Example of Plan of Care for Case 2

DMA-3000 NNUAL CERTIFICATION DUED) P¢S - 1A [g
w3000 NORTH CAROLINA DIVISION OF MEDICAL e
PERSONAL CARE SERVICES (PCS) PHYSICIAN AUTHORIZATION AND PLAN OF CARE (ase 2-
CC-010-89 \/ l l 1+ 0
V" INITIAL ASSESSMENT  (REFERRAL DATE -4-03 R REASSESSMENT
_Rest Care, Inc Antary, nJC (Y00 XXX~ XXX X
PROVIDER AGENCY CITY/TOWN PHONE
PATIENT INFORMATION
1 NAME 6_1.09«&;5)””% e 2 MEDICAID NO. XXX - chert #
3 ADDRESS 101 _Dring Lane , Anytoun NC .
i+ proNe  (SOKK) YoAX FRRAX 5 SEX: . _.__ MALE _ v FEMALE 6 008 10 /21,27
7 LIVES. _____ ALONE  __.__. WI/SPOUSE v/ W/ADULT CHILD(REN)  _____ W/PARENT(S) W OTHERS
8 CONTACT PERSON: NAME _ gm ... RELATIONSHIP n.
aooRess 101 Jl% Lare , AnyTmn, NC .. PHONE (H) R~ XK XX Q0 XXk,
o PHONE YOXX = XXX -XXOC.

9. ATTENDING PHYSICIAN e_Dr ’Danlal JVY\LS
ADDRESS . 27T2. &a
DATE OF MOST RECENT EXAMINAT!O l O /lb 103

10. AEASON FOR REFERRAL €dd_Ne: L_md-_cm ferm

Husprial &+ angfwons, NC

" DlAGNOSI@SATE oF ONSET Vi o‘gud_iml%mm‘ _2¢ _ZLESOFD(/YL@C@_’,{ZL{_LM ’Q[JJ;

Ness. ~ 471 - _Joyrs

12 CURRENT CAR TYPE AND SOURCE

“Hone Iarh — BN dhd aule SErias.

EVALUATION

13 MEDICATIONS - NAME/DOSE/FREOUENCY/ROUTE

am
"’xnc%;mﬁg‘ 15 pa /pkrjtﬁ Gam.

/77/7;7/7 EXy / e at ciper — L
w)vrtal11/4 _7%@1% Y hushed Jq am.

7

_Iylenal a’.zfma a7 / /MM Wz "Parr

SELF-ADMINISTERED? (Y /N) ~ A/ FNe WHO ASSISTS (NAME/RELATlONSHm)dWMJc/’ nlaw o

14 AMBULATION. ___ NOPROBLEMS  .__ LIMITEDABILITY ~ .___ AMBULATORY W/AID OR DEVICES / NON-AMBULATORY

DEVICES/ASSISTANGE NEEDED DYBhsktr 2 Chall /B5C. .
15 NUTRITION: _____ ORAL _____ PARENTERAL __\/_ Tuse (Tvre H 5’)$0Mp)u5 @ canjday

DIETARY RESTRICTIONS: _A/PO .
16, RESPIRATION __3/  NORMAL  TRACHEOSTOMY  __._ MECHANICAL  _.__ OXYGEN T ovsenea
17 SKIN. v/ NORMAL ____ PRESSURE AREAS DECUBITI OTHER - 7 //J,Lﬂw,

SKIN CARE NEEDS @2 16k -Slin _breakdonsn. Abe. 7o i ///7_,_ L R
18, BOWEL: ____ NORMAL L/ OCCASIONAL INCONTINENCE (LESS THAN DAILY) . DAILY INCONTINENCE

___ OSTOMY:  TYPE I SELF-CARE? (Y/N) AL
19 BLADDER: _____ NORMAL _ ¥ OCCASIONAL INCONTINENCE (LESS THAN DAILY)  __ DAILY INCONTINENCE
___ CATHETER: TYPE SELF-CARE (Y/N) M.
20 ALLERGIES: rc
21, ORIENTATION: __ v/ ORIENTATED ____ SOMETIMES DISORIENTED . ALWAYS DISORIENTED
22. MEMORY: ____ ADEQUATE __ v FORGETFUL-NEEDS REMINDERS SIGNIFICANT LOSS-MUST BE DIRECTED
23. BEHAVIOR: __ V' COOPERATIVE o PASSIVE PHYSICALLY ABUSIVE o VERBALLY ABUSIVE
. WANDERS —__ INJURES SELF / OTHERS / PROPERTY _ NON-RESPONSIVE
OTHER N
24 VISION. V" ADEQUATE FOR DAILY ACTIVITIES —__ LIMITED (SEE LARGE OBJECTS) VERY LIMITED (BLIND)
USES _..V"_ GLASSES  _.____ CONTACTLENS
25 HEARING Y~ ADEQUATE FOR DAILY ACTIVITIES ~ _____ HEAR LOUD SOUNDS / VOICES _ VERY LIMITED (DEAF
___ USES HEARING AID

26 SPEECH . NORMAL v/ SLURRED  ____ WEAK . OTHERIMPEDIMENT ...  —— NONE
27, COMMUNICATION METHOD: /SPEECH ____ GESTURES —___ WRITING ____ NONE

. ASSISTIVE DEVICE (TYPE

28. OVERALL MEDICAL CONDITION: IS PATIENT MEDICALLY STABLE? (Y /N) _,_L_

29 SPECIAL CARj NEEDS/COMMENTS
N2 Jasl: Tie ka/mg.




TN, Siedla. Chse 2

30. UNMET NEEDS: CHECK THE TASKS FOR WHICH THE PATIENT NEEDS ASSISTANCE DUE TO HIS/HER MEDICAL CONDITION AND THE
NEED IS EITHER NOT MET OR INADEQUATELY MET. SHOW THE TYPE OF HELP NEEDED AND HOW OFTEN IT IS NEEDED, ————

TYPE HELP NEEDED / HOW OFTEN

PERSONAL CARE
Fea [Ensure. Plvs , MPo dive fo Svr/)mirg  prd blem s

/__ EATING
V' GROOMING G851t W clress , aF rach wisi+ = Pair. 0tk fane
_ V. Dressing _dSs&st 1D clitss
TV eateine _2tal bath—~ bed or 7 72 Bsc.
v USE OF TOILET L Dranskr # BSC  ASS51 H  Adin
__V TRANSFER Bl ranskr 1o bsc, chalr, we
___ AMBULATION
___ MEALPREPARATION _& - e £4
Y MEDICATION INTAKE __ASE/5T Z,ﬂ/‘L~'ﬂM£A 1N s

INCIDENTAL HOME MANAGEMEN
. CLEANING ﬁfb@7m b%ﬁh@m LWdsh /35
/. LAUNDERING #/. et s /liren chraryc
- ____ ESSENTIAL SHOPPING __&

v/ MAKE BED dd//\/j

31 ARE THERE SOURCES (FAMILY, FRIENDS, PROGRAMS, & AGENCIES) TO MEET ABOVE NEEDS? (Y/N) ..\f_._

IF 'Y".&EN}IFY SOURCES AND WHICH NEEDS CAN BE MET
ni%epping j Der- Pre-pows vieds

PLAN OF CARE

IF THE EVALUATION INDICATES THE PATIENT HAS MEDICALLY-RELATED PERSONAL CARE NEEDS REQUIRING PCS, SHOW THE
PLAN FOR PROVIDING CARE. LIST THE DAY(S) SERVICES ARE NEEDED; THE TASKS TO BE PERFORMED ON THOSE DAYS; AND THE

TOTAL TIME NEEDED EACH DAY

32

DAY OF WEEK TASKS TO BE ACCOMPLISHED TIME
1y B [battrornr.

M il hath, groom dress, T 0 BSC, tuhe. fed , inen charage

T [Teral ba®, gropm, dress, P s 650, hi. oo, Jandry

W [ 7ral bwth, groom, gress T 1 Bst b #e, vaccvn
Th |70 _bath groem, diess T 85C, hbhe fod, imen hange
Fr _ |7ttal hath 4roem ., pess, 7 to Bsc, hbe fed /4&/7%7

ININIENENIN

33. GOALS: NEED FOR PCS IS EXPECTED TO CHANGE / END (CIRCLE ONE) ON V4 £ . IF NO CHANGE EXPECTED,
sTaTeE why: Chranmie 1llness  wdh no IMprivermept expeclex

7

NURSE ASSESSOR CERTIFICATION

| CERTIFY THAT | HAVE COMPLETED THE ABOVE EVALUATION OF THE PATIENT'S CONDITION.
v ! FOUND THE PATIENT NEEDS PERSONAL CARE SERVICES DUE TO THE PATIENT'S MEDICAL CONDITION. | HAVE DEVELOPED
THE PLAN OF CARE TO MEET THOSE NEEDS.

| FOUND THE PATIENT DOES NOT MEET TH ERIA FOR PERSONAL CARE SERVICES.
{
Rene, Peolnurse. i) w ey 45\/ /-7-03
A T

NAME SIGNAYURE DATE

PHYSICIAN CERTIFICATION
! CERTIFY THAT THE PATIENT IS UNDER MY CARE AND HAS A MEDICAL DIAGNOSIS WITH ASSOCIATED PHYSICAL / MENTAL LIMITATIONS

WARBANTING THE PROVISION OF THE PERSONAL CARE SERVICES IN THE ABOVE PLAN OF CARE.
Wﬁ( %75 l~/0-03
N _SIGANATURE DATE




